Objective: To study the relationship between child psychiatric disorders and quality of life (QoL). Method: In a sample of 310 children (ages 6-18 years) referred for psychiatric problems, children, parents, and clinicians reported on psychopathology and subjective and objective QoL indicators. Results: Six diagnostic categories were distinguished: attention-deficit and disruptive behavior disorders, anxiety disorders, pervasive developmental disorders, mood disorders, other disorders, and no diagnosis. In overall QoL, no differences were found between the diagnostic categories, except in clinician's ratings, who rated children with pervasive developmental disorder as having a poorer QoL than children with other diagnoses. In each diagnostic category specific QoL subdomains were affected: for children with attention-deficit and disruptive behavior disorder, school functioning and social functioning; for children with anxiety disorder, emotional functioning; for children with pervasive developmental disorder, social functioning; and for children with mood disorder, emotional functioning. Conclusions: Across multiple raters, the distinguished child psychiatric disorders had a different impact on QoL. Knowledge about domains of QoL that are affected in specific child psychiatric disorders can help clinicians to focus on particular QoL domains during the diagnostic process and to define adequate 
Quality of life (QoL) measurement in child psychiatric populations addresses a wide range of aspects concerning a patient's functional adaptation in his or her context. It encompasses more than simple symptom listing, but emphasizes the patient's subjective satisfaction with his or her functioning in everyday life. Since most psychiatric illnesses tend to persist (Hofstra et al., 2000) , improvement in the quality of everyday life should be an important treatment goal (Schmeck and Poustka, 1997) . The concept of QoL could also be used to define outcome variables in treatment outcome research. To fine-tune interventions, more knowledge is needed regarding the impact of psychiatric diseases on different aspects of QoL.
QoL is defined as a multidimensional concept that taps a person's subjective functioning and objective indicators (Schmeck and Poustka, 1997) . The subjective functioning comprises the physical, emotional, and social functioning of the individual (Wallander et al., 2001) . The objective QoL indicators include living conditions, employment or school functioning, and social relationships (Lehman, 1988; Mogotsi et al., 2000) . In QoL measurement, besides information from the patient, information from significant others may also be very important (Wallander et al., 2001) , especially when the patient's perspective may be flawed or distorted by psychiatric symptoms (Sainfort et al., 1996) . Significant others can provide information on both subjective and objective QoL indicators.
Most research on QoL in adult psychiatry has concerned patients with schizophrenia and, more recently, patients with depression and anxiety disorders (Bonicatto et al., 2001; Mogotsi et al., 2000) . These studies concluded that the QoL of psychiatric patients is considerably poorer than that of individuals from the general population, and comparable to or even poorer than that of physically ill patients. Surprisingly, until now little attention has been paid to QoL in children and adolescents with psychiatric disorders. Bastiaansen et al. (in press) and Sawyer et al. (2002) reported a poorer overall QoL for children with psychiatric disorders compared to children with no disorder. Landgraf et al. (1996) reported a poorer QoL for children with psychiatric disorders versus children with physical disorders in many areas. So far, only two studies have compared QoL between children and adolescents with different psychiatric diagnoses. In the study by Clark and Kirisci (1996) , posttraumatic stress disorder, major depressive disorder (MDD), and alcohol use disorder in adolescents from a combined clinical and community sample had different effects on QoL. In the general population study by Sawyer et al. (2002) , children with MDD showed a poorer physical and emotional functioning than children with attention-deficit/hyperactivity disorder (ADHD) or conduct disorder.
The two above-mentioned studies (Clark and Kirisci, 1996; Sawyer et al., 2002) have several limitations concerning community samples, age distribution, type of informants providing information, and type of child psychiatric diagnoses included. Clark and Kirisci (1996) included only children aged 12 years and older and used information from self-report. Sawyer et al. (2002) relied on information obtained from parents only and used a community sample. Therefore, the aim of the present study was to determine the relationship between the most prevalent child psychiatric diagnoses and QoL as reported by the child, the parents, and the attending clinician in a clinical sample of children aged 6 to 18 years. Information was collected on both subjective and objective QoL indicators. Furthermore, we studied the agreement in reported QoL between child, parent, and clinician. We expected QoL to be poorest in those areas of life that are most affected by the symptoms specific to the diagnosis: emotional functioning in children with anxiety and mood disorders, social functioning in children with pervasive developmental disorders, and social and school functioning in children with attention-deficit or disruptive disorders.
METHOD

Procedure and Participants
The target sample consisted of consecutive referrals of children and adolescents aged 6 to 18 years who had been referred between August 1, 2000, and September 15, 2001 , to a general or a university outpatient child psychiatric clinic in Rotterdam, The Netherlands. By recruiting patients from these two clinics, children with a broad range of presenting problems, ranging from mild to severe, were included. A clinician informed the children and their parents about the QoL study during their first visit to the clinic and asked for their participation. After informed consent was obtained from the child and parents, questionnaires were sent to their homes for completion and an appointment was made for a home visit. During this visit the completed questionnaires were checked for missing data and the child and parents filled in additional questionnaires in the presence of an interviewer. Following all required diagnostic procedures in the clinic, the child's clinician informed the researchers on the diagnosis and functional impairment of the child. Finally, questionnaires concerning psychopathology and school results were sent to the child's teacher. The study was conducted after approval by the university hospital medical ethical committee.
A total of 310 children and their parents were included (response 73.1% of the eligible sample). There were no significant differences between responders and nonresponders in the distribution of sex (χ 2 1 = 0.11, p = .74), age (t 422 = 1.36, p = .17), socioeconomic status (SES) (χ 2 2 = 1.39, p = .50), or Total Problem score on the Child Behavior Checklist (CBCL) (Achenbach, 1991a ) (t 390 = 1.67, p = .09). SES was assessed using a 9-point scale of parental occupation, with 1 to 3 corresponding with elementary and lower occupations (low SES), 4 and 5 corresponding with middle occupations (medium SES), and 6 to 9 corresponding with higher and scientific occupations (high SES). Completed questionnaires from both child and parent were available in 293 (94.5%) cases, from the child only in 3 (1.0%) cases, and from the parent only in 14 (4.5%) cases. The parental informant was mainly the child's mother (89.9%). The mean age for the total sample of 185 boys (59.7%) and 125 girls (40.3%) was 11.3 years (SD = 3.2; range 6.0-18.2 years). In terms of SES, 33.2% of the children came from low SES families, 30.0% from medium SES families, and 36.8% from high SES families.
Measures
Pediatric Quality of Life Inventory Version 4.0. The Pediatric Quality of Life Inventory Version 4.0 (PedsQL) was used to measure the child's QoL from the perspective of the child and the parents. It has a child self-report and a parallel parent proxy-report format and has different versions for ages 5 to 7, 8 to 12, and 13 to 18 years. The items on each of the forms differ slightly in developmentally appropriate language or use of the first or third person. The parent proxy-report format assesses the parent's perceptions of the child's QoL. The instructions in each question ask how much of a problem an item has been for the child during the past month. By formulating the instruction in this way, the informant is not asked to rate the frequency with which a certain behavior took place, but how much the child was suffering from the behavior. The 23 items are scored on a 5-point Likert scale from 100 to 0 (100 = "never a problem"; 0 = "almost always a problem"; higher scores indicated a better QoL). Four subscales can be computed from the 23 items, covering different dimensions of QoL: (1) physical functioning (8 items; e.g., "hard to do sports or exercises"); (2) emotional functioning (5 items; e.g., "feel angry" or "feel afraid"); (3) social functioning (5 items; e.g., "trouble getting along with peers"); and (4) school functioning (5 items; e.g., "trouble keeping up with schoolwork"). A scale score is computed as the sum of the items divided by the number of items answered. Also, a psychosocial health summary score and a Total Scale score can be computed. The psychosocial health summary score (15 items) is the sum of the items divided by the number of items answered in the emotional, social, and school functioning subscales. Good reliability and validity of the PedsQL have been reported (Bastiaansen et al., in press; Varni et al., 2001) .
Child and Adolescent Functional Assessment Scale. The Child and Adolescent Functional Assessment Scale (CAFAS) (Hodges, 1997) was used to measure the child's QoL from the perspective of the clinician, working with the child and parents. It is designed to measure functional impairment across multiple domains in children and adolescents. Impairment is operationalized as the degree to which the child's problems interfere with his or her functioning in various life roles. The child's functioning is rated on eight domains: (1) Role Performance-School/Work (e.g., "school grades are below average"); (2) Role Performance-Home (e.g., "comply with rules"); (3) Role Performance-Community (e.g., "delinquent behavior"); (4) Behavior Toward Others (e.g., "difficulties in interactions with friends"); (5) Moods/Emotions (e.g., "fears" or "sad"); (6) SelfHarmful Behavior (e.g., "harming self"); (7) Substance Use (e.g., "usage of alcohol or drugs"); and (8) Thinking (e.g., "thought distortions"). Each domain contains numerous behavioral descriptions, divided into four categories of impairment and scored as follows: 30, severe; 20, moderate; 10, mild; or 0, minimal or no impairment. The rater determines for each domain the category that describes the child's most severe level of dysfunctioning during the past 3 months. The eight domain scores are summed to yield a CAFAS Total Child score, with a possible range from 0 to 240; higher scores indicate more impairment. The CAFAS is a reliable and valid instrument (Hodges and Wong, 1996) .
Child Behavior Checklist/4-18 and Teacher's Report Form. To assess the effect of the severity of the emotional and behavioral problems on experienced QoL, we used the CBCL (Achenbach, 1991a) and the Teacher's Report Form (TRF) (Achenbach, 1991b) . The CBCL and the TRF obtain standardized parent and teacher reports of children's problem behavior over the preceding 6 and 2 months, respectively. The problem items are scored on a 3-point Likert scale, and a Total Problem score can be obtained by summing the scores on all individual problem items. Studies have shown good reliability and validity of the Dutch CBCL and TRF (Verhulst et al., 1996 (Verhulst et al., , 1997 .
The DSM-IV Checklist Interview. The DSM-IV Checklist Interview (Hudziak et al., 1993) , a software-only interview created for the diagnostic assessment of psychiatric disorders, was used to establish subjects' diagnoses. The interview text is written as it appears in the DSM-IV and includes the psychiatric disorders as listed in Table 1 . Diagnoses not included were added, such as pervasive developmental disorder. The validity of the instrument was shown in an agreement of 95% between attending psychiatrists' diagnoses and the DSM-IV Checklist Interview (Hudziak et al., 1993) .
To confirm the validity of the DSM-IV Checklist Interview, we determined associations between the DSM-IV Checklist Interview diagnoses and the DSM-oriented scales of the CBCL and TRF (Achenbach and Rescorla, 2001 ). The DSM-oriented scales of the CBCL and TRF comprise problems that psychiatrists and psychologists from 16 cultures rated as very consistent with diagnostic categories of the DSM-IV (Achenbach and Rescorla, 2001 ). The following DSM-oriented scales for both CBCL and TRF can be computed by summing the scores on the individual problem items: (1) affective problems; (2) anxiety problems; (3) somatic problems; (4) attention-deficit/hyperactivity problems; (5) oppositional defiant problems; and (6) conduct problems. We performed forward stepwise logistic regression analyses. A first logistic regression analysis was performed with all continuous DSM-oriented scales of the CBCL and TRF as predictor variables and a DSM-IV Checklist Interview diagnosis of "any mood disorder" as the dependent variable. Similar regression analyses were performed for the following DSM-IV Checklist Interview diagnoses that were present in more than 10 cases and for which correspondence with a DSM-oriented scale of the CBCL or TRF could be expected: "any anxiety disorder," ADHD, oppositional defiant disorder, and "any somatoform disorder." Logistic regressions yield odds ratios (ORs) for specific outcomes (a DSM-IV Checklist Interview diagnosis) in relation to predictor variables (DSM-oriented scales of CBCL and TRF). ORs greater than 1 indicate a positive association between the predictor and the outcome variable, while values smaller than 1 indicate a negative association. Likelihood ratio tests were used to test the significance of full regression models, and Wald tests were used to test the significance of each predictor variable. The forward stepwise logistic regression analyses were used to identify the best set of predictors, using a significance criterion of p < .05 for inclusion. In this way, DSM-oriented scales that did not contribute to the prediction of a DSM-IV Checklist Interview diagnosis, independently of other scales, were not included in the model.
The forward stepwise logistic regression analysis indicated that a DSM-IV Checklist Interview diagnosis of "any mood disorder" was predicted by the CBCL DSM-scale affective problems (OR = 1.22, p < .01), TRF DSM-scale affective problems (OR = 1.27, p < .01), CBCL DSM-scale conduct problems (OR = 0.78, p < .01), and TRF DSM-scale anxiety problems (OR = 0.77, p < .05). Hence, these DSM-oriented scales of CBCL and TRF predicted the presence of a DSM-IV Checklist Interview diagnosis of "any mood disorder" independently of other scales.
Similar results were found for the other DSM-IV Checklist Interview diagnoses. A DSM-IV Checklist Interview diagnosis of "any anxiety disorder" was predicted by CBCL DSM-scale anxiety problems (OR = 1.47, p < .01), CBCL DSM-scale affective problems (OR = 0.83, p < .01), and TRF DSM-scale ADHD problems (OR = 0.89, p < .01). A DSM-IV Checklist Interview diagnosis of ADHD was predicted by CBCL DSM-scale ADHD problems (OR = 1.24, p < .01), TRF DSM-scale ADHD problems (OR = 1.09, p < .01), and CBCL DSM-scale anxiety problems (OR = 0.84, p < .05). A DSM-IV Checklist Interview diagnosis of oppositional defiant disorder was predicted by CBCL DSM-scale conduct problems (OR = 1.14, p < .01). Finally, a DSM-IV Checklist Interview diagnosis of "any somatoform disorder" was predicted by CBCL DSM-scale somatic problems (OR = 1.45, p < .05), and CBCL DSM-scale ADHD problems (OR = 0.56, p < .05).
In summary, the results showed that an increase in scores on a specific DSM-oriented scale of the CBCL or TRF increased the likelihood of the presence of the corresponding diagnosis on the DSM-IV Checklist Interview, and the unlikelihood of the presence of noncorresponding diagnoses.
The checklist was completed after all diagnostic information was obtained from the child, parents, and teacher. Multiple diagnoses were allowed. The diagnosis of greatest immediate clinical significance was taken as the primary diagnosis.
Objective Quality of Life Indicators. Several aspects of functional status of the children were studied. From the first part of the CBCL and TRF, we obtained information on the number of sports and number of organizations the child was participating in, number of friends, academic performance, and special education. The items were scored according to the rules of the CBCL and TRF manual (Achenbach, 1991a,b) . From a questionnaire on demographic data, we registered whether the parents were divorced. Furthermore, the child reported on the number of persons inside and outside the family seen as important to himself or herself.
Data Analysis
Sex, age, and SES differences between diagnostic categories were analyzed using the χ 2 test and one-way analysis of variance (ANOVA). Mean scale scores on questionnaires for the different diagnostic categories were compared using ANOVA with a 6 (diagnostic category) × 2 (ages 6-12 versus 13-18 years) × 2 (sex) factorial design. In case of a significant F ratio for diagnostic category, a least square differences (LSD) post hoc test was carried out.
To control for overall severity of problem behavior that might conceal differences between diagnostic groups, Total Problem scores on CBCL and TRF were added as covariates to the ANOVA. Differences in objective QoL indicators between diagnostic categories were analyzed using the χ 2 test and ANOVA. In case of a significant F ratio for diagnostic category, LSD post hoc tests were carried out. To assess agreement between ratings of parents, children, and clinicians, Pearson correlations were computed. Significance was set at p ≤ .05.
RESULTS
Diagnostic Categories
Six diagnostic categories were distinguished: attention-deficit and disruptive behavior disorders, anxiety disorders, pervasive developmental disorders, mood disorders, other disorders, and no diagnosis. The latter contained children who had been referred to mental health services but for whom no DSM-IV diagnosis could be made. There were no differences in CBCL and TRF Total Problem scores between this group of children and the other children (t 303 = 0.68, p = .50 for CBCL Total Problem score and t 252 = 1.65, p = .10 for TRF Total Problem score). The category "other disorders" contained children with a diagnosis of somatoform disorder, tic disorder, or another disorder not listed above. Table 1 shows the characteristics of each diagnostic category. Boys had significantly more attention-deficit and disruptive behavior disorders and pervasive developmental disorders; girls had more anxiety disorders and mood disorders (χ 2 5 = 40.17, p < .001). Children with attention-deficit and disruptive behavior Table 2 shows child and parent PedsQL scores; higher scores reflect a better QoL. There were no significant differences in Total PedsQL scores between diagnostic categories. In the PedsQL parent report, however, significant differences in subscale scores between diagnostic categories were found for satisfaction with psychosocial health (p < .01; proportion of explained variance [PEV] = 6%), satisfaction with emotional functioning (p < .01; PEV = 6%), and satisfaction with school functioning (p < .05; PEV = 4%). Post hoc tests were performed to determine which effects were responsible for these significant differences (see footnotes in Table 2 ). Children with attentiondeficit and disruptive behavior disorder, for instance, were scored significantly higher than children with anxiety disorder (p < .01) on satisfaction with emotional functioning.
The CBCL Total Problem score was associated with the child Total PedsQL score (p < .05; PEV = 3%), and the CBCL Total Problem score was associated with the parent Total PedsQL score (p < .01; PEV = 38%). The TRF Total Problem score showed no significant association with the child Total PedsQL score or the parent Total PedsQL score. The CBCL Total Problem score was associated with the child PedsQL physical and school functioning score (p < .05; PEV = 2-3%) and with all parent subdomain PedsQL scores (p < .01; PEV = 11-28%). The TRF Total Problem score was associated only with the child and parent PedsQL social functioning score (p < .01, PEV = 4%; p < .05, PEV = 2%, respectively), and not with the other subdomain PedsQL scores.
To control for overall severity of problem behavior that might conceal differences between diagnostic groups, CBCL and TRF Total Problem scores were added as covariates to the ANOVA. The only difference between diagnostic categories that remained significant was the parent PedsQL report on satisfaction with emotional functioning (p < .05; PEV = 5%).
There was no significant difference in child and parent Total PedsQL scores between children with one diagnosis versus those with more than one diagnosis in the category attention-deficit and disruptive behavior disorder. This was the only category in which the number of children with multiple diagnoses was adequate for testing differences in QoL between diagnostic categories. Table 3 shows mean CAFAS scale scores for different diagnostic categories; a higher score means more impairment. There was a significant (p < .05; PEV = 5%) difference in the CAFAS Total Child score between the diagnostic categories. Significant differences in subscale scores were found for Role PerformanceHome (p < .01; PEV = 8%), Behavior Toward Others (p < .01; PEV = 8%), Moods/Emotions (p < .01; PEV = 14%), and Thinking (p < .01; PEV = 11%). To determine which effects were responsible for significant differences in scale scores, post hoc tests were performed (see footnotes in Table 3 ). On the CAFAS Total Child score, for instance, children with pervasive developmental disorder were scored significantly (p < .01) higher than all other categories. Table 4 shows the correlations between parent Total PedsQL score, child Total PedsQL score, and clinician CAFAS Total Child score for ages 6 to 12 and 13 to 18 separately. Correlations between the child Total PedsQL score and the parent Total PedsQL score were moderate (Cohen, 1988) ; correlations between the child Total PedsQL score and the clinician CAFAS Total Child score were small (Cohen, 1988) . Correlations were somewhat higher for older children than for younger children. Correlations between the parent Total PedsQL score and the clinician CAFAS Total Child score were moderate.
Clinician Report on Quality of Life
Agreement Between Informants
Objective Quality of Life Indicators
Four objective QoL indicators were significantly different between diagnostic categories: (1) children with pervasive developmental disorder had fewer friends than all other categories (χ 2 15 = 48.4, p < .01); (2) children with attention-deficit and disruptive behavior disorder showed a lower academic performance than children with anxiety disorders and other disorders (F 5 = 2.7, p < .05); (3) more parents of children with attention-deficit and disruptive behavior disorder, mood disorder, or no diagnosis were divorced than those of children in the other three categories (χ 2 5 = 17.9, p < .01); (4) more children in the categories pervasive developmental disorder and other disorder received special education (χ 2 5 = 16.6, p < .01). Lower score than children in the category Other Disorders at p < .05.
TABLE 3
Mean Scale Scores (SD) on CAFAS for Different Diagnostic Categories 
DISCUSSION
This article describes the first study that included the most prevalent child psychiatric diagnoses and assessed their impact on specific areas of QoL in a clinical sample, and the first study that relied on information obtained from three different informants. In general, we found few differences in QoL between children with different child psychiatric disorders. However, clinicians rated children with pervasive developmental disorder as having a poorer QoL than children with other diagnoses. Although few differences in overall QoL between the child psychiatric disorders could be demonstrated, each diagnostic category influenced QoL in a different way.
Attention-Deficit and Disruptive Behavior Disorders
Children with attention-deficit and disruptive behavior disorder had, according to parent ratings, a better emotional functioning score than children with anxiety disorders. Their academic performance was significantly lower than for children with anxiety disorders and other disorders, but school functioning was reported as equal. Clinicians reported more problems in behavior toward others for this group compared to children with anxiety and mood disorders. Comorbidity of attention-deficit disorder or disruptive behavior disorder with other psychiatric diagnoses did not influence overall QoL. Landgraf et al. (1996) also found that children with ADHD were more limited in schoolwork and social functioning.
Anxiety Disorders
This study was the first that looked at the impact on QoL of anxiety disorders in children. Although clinicians may consider anxiety disorders less severe than other child psychiatric disorders, we saw their impact on QoL being equal to children with externalizing behavior disorders and mood disorders. They even had a poorer QoL on emotional functioning compared to other disorders on both parent and clinician report. Compared to other disorders, their functioning at home was less affected. Adverse effects on QoL were also shown for adults with anxiety disorders (Mogotsi et al., 2000) .
Pervasive Developmental Disorders
According to clinician's ratings, children with pervasive developmental disorder had a poorer overall QoL than children in all other diagnostic categories. They received significantly more special education than children in other diagnostic categories, but surprisingly all three raters did not judge their school functioning as poorer than that of children in other categories. Apparently, raters judge school functioning against the background of special school placement.
Mood Disorders
Children with mood disorder had a poorer QoL in the emotional functioning domain compared to children with attention-deficit and disruptive behavior disorder, other disorder, or no disorder. School functioning was less affected. Sawyer et al. (2002) also observed that children with MDD had more emotional problems, but they only made a comparison with children with ADHD and conduct disorder and relied on parent information solely. Clark and Kirisci (1996) found a substantial effect of MDD on psychological functioning, and also a less severe effect on school achievement, but they only included children aged 12 years and older and used information from self-report.
Informant Differences
The agreement on QoL between children and parents was moderate, the agreement between children and clinicians was small, and the agreement between parents and clinicians was moderate. This is remarkable because parents agreed with both children and clinicians, but children and clinicians did not agree with each other. These results confirm that a multirater assessment is desirable in QoL measurement in children with psychiatric disorders, as was also concluded from QoL studies in adult psychiatric samples (Sainfort et al., 1996) . The level of agreement on QoL between children and parents was larger than the previously reported correlation of 0.25 between children's and parents' reports on behavioral/emotional problems (Achenbach et al., 1987) . The agreement on QoL between children and clinicians for the older age group resembled the average correlation of 0.27 found by Achenbach et al. (1987) . The agreement on QoL between parents and clinicians found in our sample was somewhat larger than the average of 0.24 reported by Achenbach et al. (1987) .
Limitations
The instruments used to measure QoL were different for children/parents and clinicians. Although the PedsQL and CAFAS measure approximately the same constructs, their items and scales differ. Besides, we investigated a referred sample that may represent those with the most serious impairment and may be unrepresentative of children with psychiatric disorders in general, but this is the first study that included all most prevalent child psychiatric disorders.
Clinical Implications
In this article the most affected QoL domains were as follows: for children with attention-deficit and disruptive behavior disorder, school functioning and social functioning; for children with anxiety disorder, emotional functioning; for children with pervasive developmental disorder, social functioning; and for children with mood disorder, emotional functioning. Knowing which domains of QoL are affected in specific psychiatric disorders can help clinicians focus on particular QoL domains during the diagnostic process and to define adequate treatment goals. Therefore, the assessment of QoL may be an important part of the diagnostic process because it can give insight into the areas of functioning in which a child is suffering the most. This should be a multirater assessment, because each rater (child, parent, and clinician) has his or her unique point of view, as can be concluded from the relatively low agreement on QoL between children, parents, and clinicians in this study.
Since few differences in overall QoL were found between different diagnostic categories, we may speculate that factors other than the psychiatric diagnosis may influence the QoL of children with psychiatric disorders, at least as experienced by themselves and their parents. The fact that in parent ratings, differences between diagnostic groups became less obvious when the severity of child problems was accounted for by adding parent and teacher ratings on psychopathology to the analyses, suggests that number of symptoms may be one of these factors. Differences in QoL may be influenced more by the magnitude of the emotional/behavioral problems than by the characteristics of the diagnosis itself. Besides, other factors, which were not measured in the present study, may influence the child's QoL, such as family functioning or the child's social skills.
